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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1010 Medical Care Policies

h) The facility shall notify the resident's physician
of any accident, injury, or significant change in a
resident's condition that threatens the health,
safety or welfare of a resident, including, but not
limited to, the presence of incipient or manifest
decubitus ulcers or a weight loss or gain of five
percent or more within a period of 30 days. The
facility shall obtain and record the physician's plan
of care for the care or treatment of such accident,
injury or change in condition at the time of
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notification.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

4) All nursing personnel shall assist and
encourage residents so that a resident's abilities
in activities of daily living do not diminish unless
circumstances of the individual's clinical condition
demonstrate that diminution was unavoidable.
This includes the resident’s abilities to bathe,
dress, and groom, transfer and ambulate; toilet;
eat, and use speech, language, or other
functional communication systems. A resident
who is unable to carry out activities of daily living
shall receive the services necessary to maintain
good nutrition, grooming, and personal hygiene.

¢) Each direct care-giving staff shall review and
be knowledgeable about his or her residents’
respective resident care plan.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

3) Objective observations of changes in a
resident's condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
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Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator, employee
or agent of a facility shall not abuse or neglect a
resident.

This REQUIREMENT is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to feed a cognitively
impaired resident(R28) lunch who required
extensive staff assistance with ADL's. The facility
failed to address R28's daily nutritional intake and
monitor R28's weight resulting in weight loss of 8
% in the span of 1 month. This affected 1
resident(R28) of 3 reviewed for nutrition and
hydration in a sample of 30.

Findings include:

On 07/05/22 R28 was observed from 12:20PM to
1:30PM lying in bed, soiled in urine and feces,
awaiting ADL care and waiting to be feed. R28
had not received his lunch tray.

On 07/05/2022 at 11:00 AM, the surveyor
observed R28 lying in his bed with no food or
water at the bedside.

On 07/05/2022 at 11:30 AM, the surveyor
observed dietary staff bring lunch meal up to the

floor.

On 07/05/2022 at 11:37 AM, the surveyor
observed V6 (Certified Nursing Assistant/CNA),
V7 (CNA) and V22 (Resident Assistant) pass
trays to the residents in the dining room. And at
11:45 AM, the surveyor observed them (V6, V7,
and V22) pass lunch trays to the residents sitting
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